Introduction
============

Rehabilitation programs for persons with severe opioid dependence, including maintenance treatment (MT) with buprenorphine or methadone, are common in most high-income countries. The results of such programs are generally considered good: decreased drug use and mortality, patients remaining in the programs, and improved quality of life.[@b1-sar-6-033],[@b2-sar-6-033] On the other hand, social control and institutional stigma are also felt by many patients in such programs.[@b3-sar-6-033]

Many of the patients are parents. A number of studies have examined issues concerning the children of opioid-dependent patients in MT: prenatal exposure to methadone or buprenorphine, their potential developmental effects on the child, and the mother--child relationship. Such children have been highlighted as a risk group for developmental and behavioral deviations from early years to adolescence.[@b4-sar-6-033]--[@b6-sar-6-033] It is known that substance abuse/dependence is a risk factor for problems in parental functioning.[@b7-sar-6-033] Persons in MT always have a history of heavy substance abuse, and criminality and comorbidity with mental illness are common. Consequently, it is likely that parenthood is a challenging task for such patients. Those in MT have often achieved significantly improved social and psychological adaptation compared to the period prior to MT.[@b2-sar-6-033] Nevertheless, MT patients remain dependent on a legal drug and tied to the health care system that prescribes it, although many of them wish to end the medication.[@b8-sar-6-033]

Previous studies on MT and parenthood have mainly focused on mothers and on the perinatal period, parental strategies for harm minimizing drug use to their children, provided/needed support in parenting, and stigmatization of the parent.[@b9-sar-6-033]--[@b12-sar-6-033] Skinner et al[@b5-sar-6-033] showed that parent--child ties are often sustained into young adulthood, highlighting the importance of parenthood. The aim of this study was to explore how parents who are regular patients in MT perceive their parenthood.

Methods
=======

We used a qualitative approach with in-depth interviews and qualitative analysis of the data.

Settings and informants
-----------------------

Informants were recruited by staff at a substance abuse clinic in northern Sweden. The catchment area consisted of about 80,000 inhabitants. The unit had 79 patients (19 females) in the MT program, of whom 42 (12 females) had children under 18 years of age. The criteria for inclusion were participation in the local MT program, having a child or children younger than 18 years, and being in contact with the child or children. A selection was made to obtain variation in informant age, sex, and family circumstances. The staff members at the clinic invited patients to interviews according to these factors. Twelve patients were invited, and all agreed to be interviewed (see [Table 1](#t1-sar-6-033){ref-type="table"} for background data on the informants). All but one of the informants had suffered from substance abuse since adolescence. All had been subjects to compulsory addiction care. According to Swedish legislation, the Social Services may initiate compulsory care when a person's health or life is in danger because of substance abuse.

### The children and families

The informants had in total 18 children, 1--16 years of age, with a mean age of 7.4 years. Two of the female patients were pregnant, as was the partner of one of the male patients. Two of the seven men lived with their children; both men were living on social benefits and one lived with the mother of the children. The remaining five men spent time with their children to varying extents. All of the women lived with their children: two were single parents, one lived with the father of three of her five children, one lived with the father of their unborn baby, and one lived with the father of her children. The family constellations were complex, eg, two ex-partners had died from drug overdose or suicide.

Data collection and analysis
----------------------------

Data were collected by individual qualitative interviews conducted by the first author (HP) in 2012--2013.[@b13-sar-6-033] HP is a consultant psychiatrist and her focus of research is communication in families with parental mental illness. The second author (MS) is a consultant psychiatrist in drug abuse services and works with mental health systems research. The interviews took place at the outpatient clinic where the informants received their medication. The interviews were made as open-ended as possible. The informants were first invited to talk about their experiences as parents. Subjects covered included, for example, pregnancy and the period after the birth of the child, the support the parent can call on, concerns about their child or children, experiences of discrimination, and views on drugs and parenthood. An interview guide covering topics of interest was used as a support during the interviews ([Figure S1](#SD1-sar-6-033){ref-type="supplementary-material"}). The topics were based on earlier research on the area: substance dependence is a risk factor for problems in parental functioning and the children run a high risk of developmental and behavioral deviations,[@b4-sar-6-033]--[@b7-sar-6-033] and parents in MT face judgmental attitudes from the health care system.[@b9-sar-6-033]--[@b11-sar-6-033] The interviews lasted for 30 to 75 minutes. They were recorded and subsequently transcribed by an assistant.

Qualitative content analysis of the data was made using concepts and procedures suggested by Graneheim and Lundman.[@b14-sar-6-033] The authors read each interview transcript several times and conducted a line-to-line examination and divided the text into meaning units, ie, sentences, or paragraphs relating to a topic. The meaning units were condensed and labeled with codes identifying similar content. The codes were then compared, discussed, and sorted into six categories.

Ethics
------

The study was approved by the regional Ethics Committee of Umeå University, Umeå, Sweden (Dnr 2012-70-31M).

Results
=======

Six categories were identified: 1) pregnancy -- surprise and shock; 2) substance abuse and being a parent -- bad conscience; 3) support -- one's own parents; 4) anticipated stigma by association; 5) longing for a child; and 6) a normal life. These categories are mainly descriptive and cover all information relevant to the aim of the study. See [Table 2](#t2-sar-6-033){ref-type="table"} for a summary of the results.

Pregnancy -- surprise and shock
-------------------------------

Almost all of the pregnancies were unplanned. The pregnancy had often come as a "shock", especially for the men, but gradually they had accepted it and adapted to the new situation. Positive expectations were common during pregnancy, although the men were uncertain whether they would be able to meet all the practical and financial demands on a parent, as most were in an active period of abuse. They had intended to get clean but were unable to achieve this before they entered MT, which could be many years later. Severe problems in their relationship and cooperation with the child's mother started, continuing for several years in a number of cases.

Some of the women had not expected to get pregnant, because they had never become pregnant before entering MT, despite not using contraception. After the initial shock or confusion, the women were content during pregnancy, with most of them feeling good. Some were concerned about the possible harmful effects of buprenorphine on their baby, and tried but could not stop their medication: "It's not funny to think that your baby has to be detoxicated just after being born."

Substance abuse and being a parent -- bad conscience
----------------------------------------------------

The mothers had been able to be mostly clean during pregnancies, even during pregnancies before they entered MT, but relapsed, for example, after the end of breastfeeding: "I just wanted to have a party one time, like everyone else." Almost all the informants had abused drugs while a parent at some time. Discussing what their priority was -- their child or the drug -- was a complex issue. The informants took the drugs to feel well and to be able to do things with their children: "You feel good when you take the drug and when you are on it; you'll be in a bad mood if you don't take it. So I thought ... if I take it, I'll feel better; I will have a better conscience in the evening because I know he has had a good day; I have had the energy to play and be the mother I wanted to be."

However, during periods of abuse the drug was the first priority. A father put it like this: "When you have the drug, the children are number one; but when you don't have it, the drug is number one." The informants described many feelings of guilt about these periods -- what children had had to witness, what they had lost, or what they had never had because of the drugs. In some cases, there were really dramatic episodes such as police interventions at their home with the children present; there was also remorse about the fact that the child had not had an emotionally engaged parent.

Some of the informants had been "successful" at maintaining a double life for long periods: they had regular work, daily routines, self-discipline, and backup with the children. They took the drug, in controlled doses, when the child was asleep, and always bought the drug from reliable suppliers and in large quantities to minimize contact with other addicts. This required quite advanced strategies for concealing things from their family, employer, children's daycare, and Social Services: "I've been an expert ... it's not good ... I've been so good at hiding, I've lived a real double life ... I can't believe they didn't notice." Finally, the situation in the families fell apart and they were found out, and many of the children were taken into custody of Social Services for a period.

The informants also worried about the heredity of drug dependence, but thought that their children had seen so much of the negative side of drugs that they were "immune" or "scared" and therefore not susceptible. One of the adult children of the informants was also a drug abuser, which was very painful for the parent, who blamed himself. Mostly the children seemed to feel and do quite well according to the informants. Only one of the informants living with their children told about specific problems at school or their child's health problems.

Support -- one's own parents
----------------------------

The most important support in parenthood was the informants' own parents. They took care of their grandchildren when the informants were in treatment or when an informant had relapsed and needed backup with the children for a while. It was common for Social Services to place the children in the custody of the grandparents for a certain period. Some of the fathers met their children at their parents' home, often with the grandmother. Instead of seeking help at the hospital, several informants had gone through detoxification at their parents' home in order to avoid discovery of their abuse. The parents provided emotional, practical, and financial support relating to the grandchildren: "They have always been there for me; they have helped me with everything."

Most of the informants felt they received some support from the MT program. They had had conversations about their children, and two had been offered family intervention or family conversations. Their opinions of Social Services varied -- from hostile to experiences of good support. A program for early attachment was appreciated by all the women who had participated in it. The informants who lived with their children had no contact with the Social Services by the time of the interview.

Anticipated stigma by association
---------------------------------

Almost all the informants were concerned that their children might be stigmatized in the future because of their parents' history of drug abuse. They supposed that their past abuse was known by the teachers and the other parents in the children's school or daycare. They were worried that their children might not be accepted by other parents or as friends, and whether their children's friends would be allowed to visit their home: "When he will be a little bit older, after a couple of years, his friends in daycare he has now may not be allowed to come home to us because the parents know that I have taken drugs, you know they still ... "but oh my God, she has been a junkie"... maybe we should move from this area ... but I am still here and they know. I hope he will not suffer because of my abuse."

There were also concerns about how the children's friends would react if they find out that their friend's parent has been a drug addict. The informants were observant regarding their children's friendships and schooling. One parent reflected on if her own way of being among the other parents could affect her child. She was withdrawn and shy and did not take initiatives to contact the other parents. She suspected that her son made fewer friends because she was different. Feelings of sorrow and anger were associated with this category: "They always talk, I don't care, but when it affects my child I feel mad. When he was not allowed to play with the other kids, it was not okay. That I have done stupid things doesn't mean that he is a bad or dangerous person!"

The informants did not state that their children suffered from discrimination at the moment, but they were nevertheless anxious about the future, on the basis of their own experiences: "We try to give them as a normal childhood as possible, but I think about when they are teenagers. How will that turn out? I know what it can be like ... how will they be treated? That's why it would be nice to move and make a fresh start."

All of the informants had experienced stigmatization in one way or another at some time, and this sense was still present for many. It was experienced in subtle ways in society in general, in the form of gossip, in looks, or in shops. Maternity care was experienced as supportive and nonjudgmental by most of the mothers, but one parent in particular had been treated in a discriminating manner at the hospital emergency department. Informants had varying experiences of Social Services, too. Staff at the children's school or daycare had mostly treated the parents and the children in a fair manner.

Longing for a child
-------------------

Five of the fathers met their children only 1 day or for only a few hours every 2 weeks, or irregularly. They felt distress and sadness, and longing for their children took a lot of energy out of them. They had a sense of powerlessness in relation to the child's mother and were uncertain about their rights as a parent. However, they wished to avoid a legal process for custody, considering the child's loyalty to the mother. They preferred to wait until the child was older and could decide for him- or herself. Although the men had no intention of assuming custody of the child, they wanted to have regular, scheduled access to their child, given that they were clean, which they all had been for quite a long period. Although these fathers could not spend much time with their children, fatherhood was nevertheless a reason to stay clean: "To be part of it and be able to be a father ... that's a strong argument for being clean." There was pressure to have fun with the child in those short moments when they met, suggesting a fear of being forgotten. The fathers were also worried about the child's well-being in periods of conflict with the mother.

A normal life
-------------

All the informants struggled for a "normal life" -- a decent place to live and work and daily routines -- for the sake of their children. Some had come a long way in their efforts. All the informants expressed joy at being a parent. Everyday activities like brushing teeth with the children could be experienced deeply and gave meaning to all their efforts. Being clean (drug-free) was a condition for normal life, ie, to be able to be a parent with custody of the children. Further, MT was the condition for being clean. Some of the informants felt imprisoned by the system and the medication, while others said that the medication was "a godsend".

To talk with their child about their past drug abuse was a major issue for many of the informants. They considered it important to do so because honesty with the child was regarded as the basis of parenthood: "We're okay, but we're not an ordinary family. Recovering as a parent means talking about everything that's happened." It was difficult for many because of their feelings of shame and guilt, but almost all of the parents had talked with their older children (older than 7 years) and aimed to do so with their younger children later on.

Discussion
==========

The interviewed patients who lived with their children were generally quite satisfied with their situation as parents. The main concern regarding their children was future bad treatment and discrimination -- anticipated stigma by association. The informants' own parents had been and remained the most significant support in parenthood. The priority setting between the child and the drug in periods of abuse was a complex issue, giving rise to feelings of guilt and shame, and making it difficult to discuss the abuse with their children, even after a long time. MT seemed to be the only way to maintain a parental role and custody for many informants, but some felt imprisoned in the system. The men who only occasionally met with their children prioritized the children's welfare.

Limitations
-----------

As the number of interviewed parents was relatively small, the transferability, ie, the external validity, of the results is limited. Findings from 12 informants cannot be generalized to the population at large, but are rather descriptions within a specified setting. A large number of informants could strengthen, although not guarantee, transferability. The description of the context makes it possible for the reader to judge if our findings are applicable or not to other situations.[@b15-sar-6-033]

Another issue regarding qualitative research is the question of subjectivity. A researcher's background and position will always affect his/her interpretations of the material. Researchers need to identify and be aware of their preconceptions in order to be reflexive at every step of the research process and thereby counteract subjectivity.[@b15-sar-6-033] Our point of departure is long experience from clinical practice including frequent contact with patients and relatives in different situations. This contributes to openness to the fact that people live their lives in many different ways. We may tend to see many phenomena as normal rather than conspicuous. Thus, an analysis close to the informants' accounts was preferred.

Anticipated stigma of the children
----------------------------------

Persons suffering from drug dependence are heavily burdened by stigmatization. The public attitudes against drug misusers are dominated by a wish for social distance.[@b16-sar-6-033] Patients in MT do not get rid of the stigma associated with drug dependence.[@b3-sar-6-033] Further, according to Chandler et al and Radcliffe, judgmental attitudes to drug-dependent parents, including those in MT, have a negative impact on the parents' efforts to reach "good-enough" parental functioning and their access to services during the perinatal period.[@b9-sar-6-033]--[@b11-sar-6-033] However, the parents in our study were more concerned about how the stigma would affect their children. This concern is not unfounded: it has been shown that stigma may affect all family members when there is mental illness in a family.[@b17-sar-6-033] Some of the informants had concrete strategies in mind to avoid stigmatization of their children. On the other hand, the patients had neither experienced significant discrimination as a parent -- in many instances they felt they received fair treatment -- nor did they state that their children were discriminated against. According to a new Swedish study of persons with mental illness, parenthood was not the domain where discrimination was most often perceived.[@b18-sar-6-033] Thus, a process of self-stigmatization, with internalized stereotypes leading to anticipated discrimination of the children, seems to explain the parents' worries about their children's future. Anticipated stigma has harmful effects, limiting an individual's life in many domains.[@b19-sar-6-033] It is possible that anticipated discrimination of their children could affect patients' functioning as a parent and therefore possibly affect their children negatively, too. Interventions addressing self-stigma have been introduced.[@b20-sar-6-033] Consequently, the issue of anticipated discrimination of children should be included in such interventions.

The topic of anticipated stigma of the children relates to the parents' feelings of shame and guilt and how to talk with the children about their past drug abuse -- the heart of the matter being the parents' inability to give up drugs despite being a parent, thereby risking loss of custody of the children. Supporting the parents in talking about parenthood and their children's situation, and in discussing these topics with their children, may help some patients overcome their feelings of shame and guilt in relation to their children and as parents. Beardslee's family intervention[@b21-sar-6-033] -- a structured, family-focused psychoeducative intervention -- has been shown to decrease parents' feelings of shame and guilt toward their children in families with parental mental illness.[@b22-sar-6-033] It would therefore be of interest to offer parents in MT interventions like Beardslees and study the effectiveness regarding children's well-being as well as parents' self-stigma and anticipated discrimination of the children.

Patients' own parents as support
--------------------------------

The role of the patients' own parents as the most important source of support is worth noting. The informants described their own parents with warmth and appreciation. This contrasts with findings of Earnshaw et al, who described how many patients in MT experienced stereotyping and discriminating attitudes from their parents.[@b23-sar-6-033] A possible explanation may be that the situation with grandchildren changes the relations in the family. It was common that the grandparents took care of their grandchildren and had custody of them in periods. This corresponds to international studies showing that parental drug abuse is the most common reason for grandparents having custody of the children.[@b24-sar-6-033] On the other hand, sometimes the help from parents seemed to enable the drug abuse to continue. This shows the power and the complexity of family bonds -- as an important support but also as a codependence with double-edged effects.

Conclusion
==========

Support of parents and their children in substance abuse care is an important task from a preventive perspective and is legally obligated in some Nordic countries. Work to develop methods and policies is ongoing in many clinics and districts. The issues of self-stigmatization as a parent and anticipated discrimination against the children might be aspects to consider in the development of interventions and support for parents in MT and their children, as well as the role of the patients' own parents.

Supplementary material
======================

###### 

Interview guide -- parents in maintenance treatment.

**Abbreviation:** MT, maintenance treatment.
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###### 

The informants

           N    Median age, years (range)   Criminal record, n   Another psychiatric diagnosis[a](#tfn1-sar-6-033){ref-type="table-fn"}   Regular employment, n   Years in treatment, median (range)
  -------- ---- --------------------------- -------------------- ------------------------------------------------------------------------ ----------------------- ------------------------------------
  Female   5    33 (29--37)                 2                    2                                                                        4                       4 (1.5--11)
  Male     7    33 (25--49)                 6                    4                                                                        2                       5 (1--9)
  Total    12   33 (25--49)                 8                    6                                                                        6                       5 (1--11)

**Note:**

The actual psychiatric diagnoses of the six informants with dual diagnoses, according to the medical records: Asperger's syndrome + attention deficit hyperactivity disorder; two informants with anxiety syndrome; recurrent depression; attention deficit hyperactivity disorder; borderline personality disorder.

###### 

Summary of the results: the categories and codes

  --------------------------------------------------------------------------------------------------------------------------------------------
  Category                                               Codes
  ------------------------------------------------------ -------------------------------------------------------------------------------------
  Pregnancy -- surprise and shock                        Unplanned pregnancy\
                                                         Shock\
                                                         Expectations\
                                                         Worries about the unborn baby

  Substance abuse and being a parent -- bad conscience   Relapse into abuse\
                                                         Double life\
                                                         Priority -- the drug or the child?\
                                                         Feelings of guilt

  Support -- one's own parents                           Own parents as\
                                                         • financial support\
                                                         • practical support\
                                                         • emotional support\
                                                         Detoxification at parents house

  Anticipated stigma by association                      Never get rid of the label of abuse\
                                                         Worries about future discrimination against the children -- distance, bad treatment

  Longing for a child                                    Distress and sadness\
                                                         Sense of powerlessness\
                                                         Prioritize the child

  A normal life                                          For the sake of the children\
                                                         The joy at being a parent\
                                                         Being clean\
                                                         To talk about the abuse with the children
  --------------------------------------------------------------------------------------------------------------------------------------------
